S U M M A R Y Two cases of interhemispheric subdural haematoma are reported. The first patient presented with a falx syndrome of contralateral hemiparesis, most marked in the lower extremity. The second patient had vertex headaches and was diagnosed with computerised tomography. Serial studies suggested that the interhemispheric haematoma may have migrated to a lateral position over the cerebral convexity.
Although subdural haematomas generally occur over the convexity of the hemispheres, they occasionally present in the interhemispheric fissure (Aring and Evans, 1940; Jacobsen, 1955; Gannon, 1961; Wollschlaeger and Wollschlaeger, 1964; Isfort, 1967; Clein and Bolton, 1969; Sibayan et al., 1970) . In the past, the importance of cerebral angiography has been emphasised in these cases (Jacobsen, 1955; Gannon, 1961; Wollschlaeger and Wollschlaegar, 1964; Isfort, 1967; Clein and Bolton, 1969; Sibayan et al., 1970 (Fig. 3) . There was a very slight shift of the midline structures to the right. No other lesions were evident. He was admitted to the hospital, and over the next few days his headache disappeared. Computerised tomography two weeks after injury showed partial resolution of the interhemispheric haematoma but a slight increase of the left to right shift. During the next week the patient again developed headache. A third computerised tomographic scan revealed an even larger left to right shift but no masses were seen. Angiography was performed and showed an extracerebral mass over the left hemisphere. A liquid subdural haematoma was removed through burr holes. A computerised scan one week after operation revealed minimal midline shift. A mild right postoperative hemiparesis cleared, and the patient was discharged 10 days after surgery.
Discussion
As shown by our two cases as well as seven of eight clinical reports (Aring and Evans, 1940; Jacobsen, 1955; Gannon, 1961; Wollschlaeger and Wollschlaeger, 1964; Isfort, 1967; Sibayan et al., 1970) , interhemispheric subdural haematomas are usually unilateral. Most patients with interhemispheric subdural haematomas have a characteristic clinical picture although this is not commonly realised. Of the five reported patients for whom sufficient description of hemiparesis is provided, four presented with dramatic paresis or seizures of the contralateral leg or both. In these four patients and in one of ours, weakness in the arm and face has been of much lesser degree (Aring and Evans, 1940; Jacobsen, 1955; Wollschlaeger and Wollschlaeger, 1964; Sibayan et al., 1970) . The same clinical picture has been found in patients with interhemispheric subdural empyema (Keith, 1949; List, 1950 List, , 1955 Kristiansen and Zimmer, 1958; Hitchcock and Andreadis, 1964; Patton and Hitchcock, 1968; Wilkins and Goree, 1970) and has been called the falx syndrome (List, 1955) . In cases of subdural empyema, these symptoms have been ascribed to thrombophlebitis (Hitchcock and Andreadis, 1964) . However, thrombophlebitis would not be expected to occur in cases of subdural haematoma. Moreover mass effect seen angiographically with empyema is identical to that of interhemispheric subdural haematomas (List, 1950 (List, , 1955 Kristiansen and Zimmer! 1958; Hitchcock and Andreadis.
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Aspects of interhemispheric sulbduiral haematoma, inclulding the falx syndrome Goree, 1970) . This suggests that both interhemispheric empyemas and subdural haematomas may produce the falx syndrome by virtue of their mass effect. Both subdural haematomas and empyemas of the interhemispheric space appear to be quite uncommon. On the other hand, occlusion of an anterior cerebral artery is a much more frequent occurrence and also produces the clinical picture of the falx syndrome. For these reasons, we thought initially that our first patient probably had symptoms related to vascular insufficiency rather than a post-traumatic haematoma.
Our second case illustrates the possibility that occasional cases of chronic subdural haematomas of the convexity may originate as acute interhemispheric clot. The sequence of radiographic studies suggests that the initial clot was confined to the interhemispheric space whereas it was later limited to the space over the cerebral convexity. This possibility, that interhemispheric haematomas may move as they liquefy, may provide an alternative to early surgery. While removal of a solid clot from the interhemispheric space has proved to be successful, this can be a dangerous procedure due to the proximity of the sagittal sinus and bridging veins (Gannon, 1961) . It is. therefore, conceivable that if a patient with an acute interhemispheric haematoma is relatively asymptomatic, initial conservative management might be followed by migration of the clot to a position over the convexity where removal is considerably less dangerous.
